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National Cholesterol Education 
Month — September 2005 


High blood cholesterol is a modifiable risk factor for heart 
disease. To increase awareness of the importance of moni- 
toring blood cholesterol and maintaining healthy levels, the 
National Cholesterol Education Program sponsors National 
Cholesterol Education Month each September. 

Persons aged >20 years should have a complete fasting lipid 
profile (total cholesterol, low density lipoprotein cholesterol 
[LDL], high density lipoprotein cholesterol [HDL], and 
triglycerides) at least once every 5 years (/). LDL levels of 
<100 mg/dL are considered optimal (/). Atherogenesis is 
more likely to occur when LDL levels are borderline high 
(130-159 mg/dL), and risk for heart disease increases at lev- 
els that are >160 mg/dL. Total cholesterol should be below 
200 mg/dL; total cholesterol of 200-239 mg/dL is border- 
line high, and total cholesterol exceeding 240 mg/dL is high. 
HDL cholesterol of <40 mg/dL is unfavorable (/). 

Blood cholesterol can be reduced through lifestyle changes 
such as dietary improvement, physical activity, weight con- 
trol, drug therapy, or a combination of these measures (/). 
Primary prevention should be targeted to persons with mul- 
tiple risk factors (e.g., hypertension and family history of 
heart disease). During September, CDC-funded state heart- 
disease and stroke-prevention programs will work to 
increase awareness of high blood cholesterol and its rela- 
tion to heart disease. Additional information is available 
at hetp://www.nhlbi.nih.gov/guidelines/cholesterol, hetp:// 
www.american heart.org/cld, and http://www.cdc.gov/cvh. 
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Trends in Cholesterol 
Screening and Awareness 
of High Blood Cholesterol — 
United States, 1991-2003 


High blood cholesterol (HBC) (i.e., total cholesterol 
>240 mg/dL) is a major risk factor for heart disease, the lead- 
ing cause of death in the United States (/). As a result, public 
health agencies and their partners have attempted to reduce 
the prevalence of HBC through screening and by increasing 
public awareness of HBC and strategies for reducing it. A 
national health objectives of Healthy People 2010 is to increase 
to 80% the proportion of adults aged >20 years who have 
been screened for HBC within the preceding 5 years (2). For 
this report, data from the Behavioral Risk Factor Surveillance 
System (BRFSS) collected during 1991-2003 were analyzed 
to examine trends in the percentage of adults screened for 
HBC and the percentage of those screened who were told they 
had HBC. The findings indicated that both percentages in- 
creased during 1991-2003 but that few states had achieved 
the national health objective for screening. Further emphasis 
on cholesterol screening is needed, particularly among His- 
panic and Asian/Pacific Islander populations and young adults. 

BRESS is a state-based, random-digit—dialed telephone sur- 


veillance system that samples the noninstitutionalized, U.S. 
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Propose d 


civilian population aged >18 years. For this report, CDC ana- 
lyzed BRFSS data from 1991, 1993, 1995, 1997, 1999, 2001, 
and 2003 for 1,027,793 persons aged >20 years. Response 
rates for BRFSS surveys ranged from 71.4% in 1993 to 51.1% 
in 2001 (3). Survey participants were asked whether they had 
ever had a blood cholesterol screening and, if so, how long it 
had been since their last screening. Those who reported hav- 
ing ever been screened were asked whether they had ever been 
told by a health-care professional that they had HBC. Data 
were weighted to account for age, race/ethnicity, and sex dis- 
tributions of the population in each state. Statistical software 
was used to account for the complex sampling design. The 
results were age-standardized to the 2000 U.S. standard popu- 
lation (4). Percentage change was calculated as the 2003 preva- 
lence minus the 1991 prevalence divided by the 1991 
prevalence multiplied by 100. 

During 1991-2003, the prevalence of cholesterol screening 
during the preceding 5 years and the percentage of persons 
screened who were told they had HBC increased overall and 
among all age, sex, and racial/ethnic groups (Table 1). The 
percentage of those screened within 5 years increased from 
67.6% (95% confidence interval [CI] = 67.2—68.1) in 1991 
to 73.1% (CI = 72.7—73.4) in 2003. Although the prevalence 
of cholesterol screening within 5 years was higher among 
women than men in all years represented, the percentage 
change in prevalence was smaller for women than men. In 
2003, the prevalence of cholesterol screening was lowest among 
Hispanics (65.5%; Cl = 64.1—67.0) and Asians/ Pacific Island- 
ers (69.6%; Cl = 66.9-72.4). The largest percentage changes 
in prevalence of cholesterol screening were among American 
Indians/Alaska Natives and non-Hispanic blacks. The overal 


percentage of those screened who had been told they had 


HBC increased from 25.3% (Cl 24.7-—25.8) in 1991 to 


31.1% (Cl 30.7-31.5) in 2003. The percentage change 
among men told they had HBC was more than twice that 
among women. [he percentage of those screened who were 
told they had HBC was higher in all racial/ethnic groups in 
2003 than in 1991, with the greatest increase observed among 
Hispanics. Similarly, reporting of HBC increased among all 
age groups, with the largest percentage change in prevalence 
among those aged >65 years. 

In 46 states and the District of Columbia (DC), the preva 
lence of screening increased from 1991 to 2003, with per- 
centage change ranging from 0.3% in lowa to 17.5% in 
Kentucky (Table 2). However, by 2003, only DC and Massa- 


chusetts had achieved the Healthy People 2010 objective for 


cholesterol screening, with rates of 80.2% and 80.6%, respec- 


tively. The proportion of screened adults who had been told 
they had HBC increased in 44 states and DC, with increases 


ranging from 1.1% in Vermont to 47.5% in DC (Table 3). 








Vol. 54 / No. 35 MMWR 867 





TABLE 1. Percentage of persons aged >20 years reporting blood cholesterol screening during the preceding 5 years and percentage 
told by a health-care provider that they had high blood cholesterol (HBC),* by selected characteristics — Behavioral Risk Factor 


Surveillance System, United States,t 1991-2003 





1991 1993 1995 
Characteristic % % q 


1997 1999 2001 2003 


° 
° ° ° 


1991-2003 
% change’ 





Blood cholesterol screening during preceding 5 years 
Age group (yrs) 
20-44 54.3 56.4 
79.0 79.8 
82.5 82.5 


70.8 
66.6 
Race/Ethnicity** 


n-Hispanic 


~“ 
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Black, non-Hispani 
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Islander 


o>) 
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Indian/Alaska Native 
Total** 


2) 
& 
N 


Ever told by health-care provider that they had HBC 
Age group (yrs) 
20-44 7.6 19.6 
64 3.5 36.0 
65 33.4 38.4 
Sex** 
Race/Ethnicity** 


White, non-Hispanic 


Islander 
1 Indian/Alaska Native 26.3 


25.3 27.9 





vih 


had ever had cholesterol screening 


7 states with complete data from 1991 to 2003 (excludes District of Columbia, Kansas, Nevada, and Wyoming) 
change = (2003 prevalence - 1991 prevalence) | (1991 prevalence) = 100 


c comparing 1991 and 2003 is significant at p<0.05 
andardized to the 2000 U.S. population 


Reported by: 
i) M 


Editorial Note: The findings in this report indicate that the 
overall percentage of adults who had had their cholesterol 
checked during the preceding 5 years increased during 1991 

2003. However, in most states, increases in screening were 
moderate; by 2003, only DC and Massachusetts had achieved 
the Healthy People 2010 objective of 80% screening preva 
lence. Among those persons who had ever undergone choles- 
terol screening, the percentage told that they had HBC also 


ncreased during 1991-2003. The largest increase in the preva- 


1 
I 
1 
I 


é 
ence of HBC screening occurred during 1999—2001 (5.1%), 
and in most states, the prevalence of screening continued to 


increase during 2001-2003. 


lhe overall increase in cholesterol screening might have been 
attributable, in part, to 1) implementation of state heart 
disease and stroke-prevention programs by CDC beginning 
in 1998 (5); 2) release, in 2000, of Healthy People 2010, with 
the objective to increase the proportion of adults who have 
had their blood cholesterol checked during the preceding 5 
years (2); and 3) publication of the National Cholesterol Edu- 
cation Program Adult Treatment Panel (ATP) II (1993) and 
ATP III (2001) reports, which updated clinical guidelines for 
cholesterol testing and management (6,7). In addition, the 
large increase in prevalence of screening among American 
Indians/Alaska Natives might be the result of a campaign by 
the Indian Health Service to improve cholesterol screening, 
particularly among persons at high risk for cardiovascular dis- 
ease, including those with diabetes (JM Galloway, MD, 


Indian Health Service, personal communication, 2004). 
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TABLE 2. Percentage* of adults aged >20 years who reported having had their blood cholesterol checked during the preceding 
5 years, by state/area and year—Behavioral Risk Factor Surveillance System, United States, 1991-2003 


1991" 19935 1995" 1997** 1999" 200155 2003" 1991-2003 
State/Area % % % % change*** 








8.0 67.5 
4.6 65.4 
68.6 74.8 
55.7 62.8 
68.3 
66.6 
73.2 





imbia, Kansas, Nevada, < 
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TABLE 3. Prevalence’ of persons aged >20 years ever told by a health-care provider that they had high blood cholesterol, among 


adults ever screened for blood cholesterol, by state/area and year — Behavioral Risk Factor Surveillance System, United States, 
1991-2003 





1991'° 19935 1995" 1997** 1999" 2001% 2003" 1991-2003 
State/Area ° % % Y % % change*** 
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and age-adjusted to the 2000 U.S. standard population 
ndividual states ranged from 666 to 2,335 
c states ranged from 
mple sizes for individual states ranged from 7 
ample sizes for individual states ranged from ‘ 
sample sizes for individual states ranged from 
£ 


sample sizes for individual states ranged from 1,387 to € 


sample sizes for individual states ranged from 1,722 to 13,678 
e chanae (2003 prevalence 1991 prevalence) / (1991 prevalence) x 100 
mparing 1991 and 2003 is significant at p<0.05 
rE 


states with complete data for 1991-2003 (excludes District of Columbia, Kansas, Nevada, and Wyoming) 
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The increase in percentage of persons ever screened who 
were told that they had HBC might reflect either an increased 
prevalence of cholesterol screening or an increase in the preva- 
lence of HBC in the population. However, data based on 
ictual serum cholesterol levels indicate that the percentage of 
the U.S. population aged >20 years with HBC decreased 
slightly between the 1988-1994 and 1999-2002 National 
Health and Nutrition Examination Surveys (8). 

lhe findings in this report are subject to at least two limi- 
tations. First, BRFSS data are based on respondent self- 


reports; respondents might have been unaware, forgotten, 


or not been told that they had been screened for cholesterol 
or had HBC, resulting in an underestimation of the preva- 
lence of screening and HBC. Second, BRFSS excludes house- 
holds without telephones. 

HBC is one of the major modifiable risk factors for heart 
disease and stroke. One approach to reducing blood choles- 
terol levels has been to increase public awareness and rein 
force educational messages about the risks of HBC (5,6, 9) 


| 


Cholesterol levels can be reduced through dietary ¢ 


nanges (ce.g., 


] 
! 


reduced intake of saturated rats and dietary cholestero 
increased physical activity, and drug treatment 


substantial progress has been made in reducing cholesterol 


Although 


' , ' , 
levels since the mid-1980s (9), an increased emphasis on cho 


esterol screening is necessary if more states are to achieve 


objectives set forth in Healthy People 2010. The public health 


community and health-care systems should emphasize cho 


lesterol screening of young adults and Hispanic and Asian 


Pacitic Islander populations to meet the national health 
objective and the overall Healthy People 2010 goal of elimi 


nating health disparitic S. 
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Unintentional Deaths from Drug 
Poisoning by Urbanization of Area — 
New Mexico, 1994-2003 


New Mexico experienced an increase in poisoning deaths 
during the 1990s (/) and in 2002 was the state with the high 
est death rate (14.1 per 100,000 population) from uninten- 
tional poisoning, more than twice the national rate (6.1) (2). 
The majority of these unintentional poisoning deaths were 
caused by ingestion of drugs, including illicit, prescription, 
and over-the-counter drugs. New Mexico is geographically 
diverse, with communities ranging from urban centers to 
sparsely populated counties. To examine the relationship 
between the types of drugs causing poisoning deaths and the 
levels of urbanization where the decedents resided, the New 
Mexico Department of Health analyzed data provided by the 
New Mexico Office of the Medical Investigator (OMI) for 
1994—2003. All counties in New Mexico were classified as 
metropolitan or micropolitan statistical areas, or as 
nonstatistical areas, by using 2001-2002 population estimates 
in accordance with 2003 Office of Management and Budget 
(OMB) classifications* (3,4). This report summarizes the 
results of that analysis, which indicated that deaths from illicit 
drug poisoning were twice as likely to occur in metropolitan 
areas as nonmetropolitan areas (i.¢e., micropolitan and non 
statistical areas combined). However, deaths from prescrip 
tion-drug poisoning were most likely to occur in micropolitan 
and nonstatistical areas. Investigation of di ug-poisoning deaths 
by level of urbanization can be useful to public health pro 
grams to prevent unintentional drug-poisoning deaths. 

OML is authorized to investigate all deaths in New Mexico 
that are sudden, unexplained, suspicious, violent, or unat 


tended, and also is contracted to investigate the majority of 
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those types of deaths occurring in federal or tribal 
jurisdictions. Deaths were determined to have been 
caused by drugs or poisons on the basis of full autopsy, 
circumstances of death, investigation of death scene 
and medical background, and toxicologic evaluation 
indicating lethal blood concentration of one or more 
drugs, as evaluated by OMI board-certified 
forensic pathologists. An unintentional drug- 
poisoning death was a death ruled by OMI as acci- 


dental and caused by a single drug, a combination of 


drugs, or a combination of drugs and alcohol. 

Decedent characteristics (e.g., sex, race/ethnicity, and 
drugs causing death) were analyzed, and age-adjusted 
drug-poisoning death rates per 100,000 population 
by urbanization of area were calculated for 1994-2003. 
The population denominator for rates was the aver- 
age population estimate from 1994-2003, calculated 
from 2000 U.S. standard census data for the year 2000 
and from intercensal estimates for the other years (5). 
For all unintentional drug-poisoning deaths, bivariate 
and multivariate associations were assessed for urban- 
ization level and selected covariates. Four metropoli- 
tan and 14 micropolitan statistical areas were 
identified; 12 sparsely populated counties that did not 
meet the OMB definition for metropolitan or micro- 
politan statistical areas were classified as nonstatistical 
areas.’ Drugs causing death were categorized as illicit 
drugs (i.e., heroin, cocaine, or methamphetamine), 
over-the-counter drugs, or prescription drugs (i.e., 
methadone, other opioid painkiller, tranquilizer/ 
muscle relaxant, antidepressant, barbiturate, or other 
prescription drug), according to American Hospital 
Formulary Service Pharmacologic-Therapeutic classifi- 
cations (6). 

During 1994-2003, a total of 1,982 drug- 
poisoning deaths were identified in New Mexico; data 
on four deaths did not include county of decedent 
residence. Statewide, 71.3% of decedents resided in 


2 


metropolitan areas, 25.3% in micropolitan areas, and 
3.4% in nonstatistical areas (Table 1). Compared with 
decedents from micropolitan and nonstatistical areas, 
a significantly larger proportion from metropolitan 


areas died from heroin overdose (52.6% versus 48.8% 


TABLE 1. Number* and percentage of deaths from unintentional drug 
poisoning, by urbanization of area and selected characteristics — New 
Mexico, 1994-2003 





Metropolitan Micropolitan Nonstatistical 
area’ area’ area’ 


Characteristic No. (%) No. (%) No. (%) 








Sex 
Female 331 (23.4) 116 (23.2) 17 (25.0) 
Male 1,081 (76.6) 384 (76.8) 51 (75.0) 
Race/Ethnicity 
White, non-Hispanic 602 (42.6) 167 (33.4) 31 (45.6) 
Hispanic (of any race) 728 (51.6) 311 (62.2) 36 (52.9) 
All others 82 (5.8) 22 (4.4) | io 
Years of death 
1994-1995 78 (12.6) 68 (13.6) (13.2) 
1996-1997 (14.8) 78 (15.6) (19.1) 
1998-1999 (23.2) (20.2) (10.3) 
2000-2001 (22.5) 96 (19.2) (22.1) 
2002-2003 (26.8) (31.4) (35.3) 
Type of drug that caused 
poisoning death$§ 
Any illicit drug } (72.1) (71.2) (57.4) 
Any prescription drug (37.2) (40.2) (50.0)' 
Specific illicit drugs 
Heroin 743 (52.6) (48.8) (35.3) 
Cocaine 549 (38.9) (38.4) (30.9) 
Methamphetamine 57 (4.0) 34 (6.8) (5.9)! 
Specific prescription drugs 
Methadone 184 (13.0) 49 (9.8) (10.3) 
Other opioid painkiller** 277 (19.6) (22.8) (38.2) 
Antidepressant** 137 (9.7) 51 (10.2) (10.3) 
Tranquilizer/Muscle relaxant** 180 (12.8) 75 (15.0) (13.2) 
Other prescription drug** 26 (1.8) 8 (1.6) (1.5) 
Over-the-counter drug** 113 (8.0) 39 = (7.8) (4.4) 
Alcohol and drug cointoxication 407 (28.8) 194 (38.8) (36.8)" 


Total 1,410 (71.3) 500 (25.3) (3.4) 
* N = 1,978; excludes four decedents with missing residence data 
' Metropolitan areas have at least one urban area with >50,000 population 
Micropolitan areas have at least one urban area with 10,000—49,999 population 
All other areas are nonstatistical areas 
3 Types of drugs that caused poisoning deaths are not mutually exclusive. More than 
one type of drug might have caused death; the sum of the drug types exceeds the 
total number of deaths 
1 p<0.05 
** Opioid painkillers other than methadone were morphine, codeine, oxycodone, 
hydrocodone, meperidine, propoxyphene, hydromorphone, fentanyl, pentazocine, 
and tramadol. Antidepressants were amitriptyline, bupropion, citalopram, 
desipramine, doxepin, venlafaxine, imipramine, fluoxetine, paroxetine, trazodone, 
sertraline, amoxapine, and fluvoxamine. Tranquilizers/muscle relaxants were 
clonazepam, diazepam, chlordiazepoxide, lorazepam, temazepam, alprazolam, 
zolpidem, meprobamate, lithium, carisoprodol, cyclobenzoprine, and chloral 
hydrate. Other prescription drugs were anti-arrythmics, anticonvulsants, COX-2 
inhibitors, and atypical antipsychotics. Over-the-counter drugs included acetami- 
nophen, salicylate, ibuprofen, diphenhydramine, doxylamine, and ephedrine 
pseudoephedrine 





and 35.3%, respectively). However, a larger proportion from and 40.2%) or from opioid painkillers other than methadone 
nonstatistical areas than from metropolitan and micropolitan (38.2% versus 19.6% and 22.8%). 


2% 


areas died from any prescription drug (50.0% versus ; 





In 2003, the average population density was 105.0 persons per square mile for 


Illicit drug poisonings had the highest death rate (8.1 per 
100,000 population), with a higher poisoning death rate from 
heroin than from cocaine or methamphetamine (5.8 versus 4.4 


the four metropolitan areas, 22.8 for the 14 micropolitan areas, and 2.1 for the and 0.6) (Table 2). The death rate from any prescription drug 


12 nonstatistical areas. 


was 4.4, with the highest rate among prescription drugs from 
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TABLE 2. Number and rate* of deaths from unintentional drug poisoning, by 
urbanization of area and drug type — New Mexico, 1994-2003 
Rate 


__Total ___—Ss_ Metropolitan Micropolitan Nonstatistical 
Type of drug’ No. Rate area’ area‘ area’ 


opioid painkillers other than methadone 
(2.4). Metropolitan areas had the highest 








rates for all drug-poisoning deaths (12.6 ver- 


sus 9.5 for micropolitan areas and 7.4 for 





Any illicit drug 1,415 8.1 9.0 6.8 4.4 
Any prescription drug 762 4.4 47 3.8 3.6 
Specific illicit drugs 
Heroin 1,013 58 6.6 4.7 2.6 
Cocaine 763 4.4 48 3.7 2.4 
Methamphetamine 95 0.6 0.5 0.6 0.5 
Specific prescription drugs 
Methadone 1.4 1.6 0.9 0.7 
Other opioid painkiller’ 2.4 2.5 2.2 2.8 
Antidepressant‘ 1.1 1.2 1.0 0.8 
Tranquilizer/Muscle relaxant’ 1.5 1.6 1.4 1.0 
Over-the-counter drug” 0.9 1.0 0.7 —_** 
Alcohol and drug 
cointoxication 627 3.6 3.6 3.7 2.7 
Total 1,982 11.4 12.6 9.5 7.4 
* Per 100,000 population, age-adjusted to the 2000 U.S. standard population 
' Types of drugs that caused poisoning deaths are not mutually exclusive. More than one type of 
drug might have caused death; the sum of the drug types exceeds the total number of deaths 
Metropolitan areas have at least one urban area with >50,000 population. Micropolitan areas have 


nonstatistical areas), any illicit drug (9.0 ver- 
sus 6.8 for micropolitan areas and 4.4 for 
nonstatistical areas), heroin (6.6 versus 4.7 
for micropolitan areas and 2.6 for 
nonstatistical areas), and cocaine (4.8 versus 
3.7 for micropolitan areas and 2.4 for 
nonstatistical areas). Metropolitan areas also 
had the highest death rates from methadone 
(1.6) and over-the-counter drugs (1.0). 
Nonstatistical areas had the highest death rate 
from opioid painkillers other than metha- 


done (2.8); micropolitan areas had the high- 





est death rate from alcohol and drug 
cointoxication (3.7). 


Multivariate models were used tO assess 


at least one urban area with 10,000-49,999 population. All other areas are nonstatistical areas 

‘| Opioid painkillers other than methadone were morphine, codeine, oxycodone hydrocodone 
meperidine, propoxyphene, hydromorphone, fentanyl, pentazocine, and tramadol. Antidepres- 
sants were amitriptyline, bupropion, citalopram, desipramine, doxepin, venlafaxine, imipramine, 
fluoxetine, paroxetine, trazodone, sertraline, amoxapine, and fluvoxamine. Tranquilizers/muscle 
relaxants were clonazepam, diazepam, chlordiazepoxide, lorazepam, temazepam, alprazolam 
zolpidem, meprobamate, lithium, carisoprodol, cyclobenzoprine, and chloral hydrate. Over- 
the-counter drugs included acetaminophen, salicylate, ibuprofen, diphenhydramine, doxylamine 


the correlation between the three classifica- 
tions of areas and types of drugs causing 
deaths, adjusting for sex, race/ethnicity, age, 
y 


year of death, and geographic region (e.g., 
the heroin-poisoning death rate was high- 


est in northern New Mexico) (Table 3). 


and ephedrine/pseudoephedrine C . 1 with a | ee 
* Fewer than four cases ompared with decec mone residing in met 
ropolitan areas, death from any illicit drug 


TABLE 3. Likelihood of selected types of drugs causing death from unintentional was less likely among decedents in non- 


poisoning,” by urbanization of area and drug type — New Mexico, 1994-2003 metropolitan areas (adjusted odds ratio 





Metropolitan Micropolitan Nonstatistical AOR 0.65, 95% confidence interval 
area‘ area’ area' [C] 


(referent) AOR® (95% Cl") AOR (95% Cl) 
Any illicit drug 0 0.65 (0.45-0.93) 0.40 (0.21-0.76) 
Any prescription drug j (1.23 2.41 (1.32-4.40) 
Specific illicit drugs 





0.45-0.93 for micropolitan areas; 
AOR = 0.40, CI = 0.21-0.76 for non- 


statistical areas); conversely, death from any 


Type of drug 





prescription drug poisoning was more likely 


Heroin ) (0.60-—1.15 0.55 (0.30—1.02) 1.71, Cl 1.23- 
Cocaine 0.75 5-1 0.58 (0.32—-1.08) 2.38) and nonstatistical areas (AOR = 2.41, 
Methamphetamine fe 62-2.6 0.94 (0.27-3.28) Cl 1.32 

Specific prescription drugs , 
Methadone 1. (0.92 2.12 (0.84—5.36) 
Other opioid painkiller** } 1.21 (0.83-—1.77) 2.23 (1.19-4.17) 
Antidepressant** 1.38 (0.82-—2.31) 1.09 (0.41-2.88) 
Tranquilizer/Muscle relaxant** 0 1.42 (0.93-—2.17) 1.26 (0.55-2.88) 

Alcohol and drug 

cointoxication 1 1.68 


in micropolitan (AOR 


4.40). Poisoning death from a 


prescription opioid painkiller other than 


methadone was twice as likely among 
decedents residing in nonstatistical areas 
(AOR = 2.23, Cl = 1.19-4.17) compared 


with decedents in metropolitan areas. 


(1.21-—2.33) 1.58 (0.87-2.87) 

* Multivariate logistic model adjusted for sex, race/ethnicity, age, New Mexico geographic region 
and year of death 

' Metropolitan areas have at least one urban area with >50,000 population. Micropolitan areas have : : 
at least one urban area with 10,000—49,999 population. All other areas are nonstatistical areas areas than decedents in metropolitan areas 

} Adjusted odds ratio (AOR = 1.68, CI = 1.32—2.33). 





Alcohol and drug cointoxication was more 


likely among decedents in micropolitan 


1 Confidence interval 


* Opioid painkillers other than methadone were morphine, codeine, oxycodone, hydrocodone 
meperidine, propoxyphene, hydromorphone, fentanyl, pentazocine, and tramadol. Antidepres- 
sants were amitriptyline, bupropion, citalopram, desipramine, doxepin, venlafaxine, imipramine 
fluoxetine, paroxetine, trazodone, sertraline, amoxapine, and fluvoxamine. Tranquilizer/muscle 
relaxants were clonazepam, diazepam, chlordiazepoxide, lorazepam, temazepam, alprazolam 
zolpidem, meprobamate, lithium, carisoprodol, cyclobenzoprine, and chloral hydrate 


Reported by: N Shah, MS, MG Landen, MD, 
Ne u Me x7CO l dept of Health. 
Editorial Note: The findings in this report 


indicate that the poisoning death rate from 
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opioid painkillers other than methadone was highest in 


nonstatistical areas of New Mexico and accounted for 38% of 


all deaths by drug poisoning in those areas. Adjusting for con- 
founding effects of decedent and state regional characteristics 
by using multivariate logistic regression modeling revealed that 
deaths from illicit drug poisoning were most likely to occur in 
metropolitan areas, and deaths from prescription drugs were 
most common in micropolitan and nonstatistical areas. 

The nonmetropolitan area results of the New Mexico analy- 
sis are similar to results in previous reports from other areas. 
In Utah, a greater increase was observed from 1991-1998 to 
1999-2003 in drug-poisoning death rates in rural counties than 
in urban counties (7). The same association was observed in 
North Carolina during 1997-2001 (8). The highest death rate 
and likelihood (OR = 3.4) from heroin overdose was observed in 
urban counties of North Carolina, and the highest death rates 
and likelihood from oxycodone overdose (OR = 2.6) was in 
rural counties. In New Mexico, poisoning death from prescrip- 
tion opioid painkillers (e.g., oxycodone) was 2.2 times more 
likely in nonstatistical areas than in metropolitan areas, also 
similar to the North Carolina findings. Nationally, deaths caused 
by opioid painkillers have increased in recent years, possibly 
because of increased retail distribution and changing physician 
prescribing practices (9). However, further study is needed to 
discern the reasons for higher death rates in rural areas and to 
determine whether certain deaths can be attributed to medical 
use or nonmedical use of opioids. 

rhe findings in this report are subject to at least three 
limitations. First, variability among medical examiner 
interpretations might have occurred, resulting in different 
interpretations regarding the drugs causing deaths. Second, 
statistical areas were classified by using current OMB defi- 
nitions, although the analysis spanned from 1994 to 2003; 
micropolitan areas were not introduced into OMB classifi- 
cations until 2000. Third, this analysis required 10 years 
of data to collect adequate sample sizes; therefore, trends 
for drug-poisoning deaths were not evaluated. 

Prevention, treatment, surveillance, and law enforcement 
are important factors in addressing the high rate of deaths 
from drug poisoning. Prevention programs in micropolitan 
and nonstatistical areas should focus on the abuse of opioid 
painkillers and prescription drugs, alongside programs to pre- 
vent and reduce use of illicit drugs, which caused the majority 
of deaths in each of the three areas considered. A universal 
goal for states is to improve access to and availability of sub- 
stance-abuse treatment to persons in rural settings. Surveil- 
lance of drug-poisoning deaths by level of urbanization can 
provide data to public health agencies that can help them 


develop targeted programs and interventions. 
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Progress Toward Poliomyelitis 
Eradication — Nigeria, 
January 2004-July 2005 


After the 1988 World Health Assembly resolution to eradi- 


cate polio (/), the number of countries where polio is 


endemic decreased from 125 in 1988 to six® in 2003. How- 
ever, the ( rlobal Polio Eradication Initiative faced critical chal- 
lenges during 2003-2005, when a resurgence of polio cases 
occurred across Africa. Nigeria, the most populous’ country 
of the continent, experienced increased wild poliovirus (WPV) 
transmission throughout the country after suspension of 
supplementary immunization activities (SIAs) in certain north- 
ern states because of misconceptions regarding vaccine safety 
(2). The resurgence in Nigeria resulted in the spread of WPV 
during 2003-2005 into 18 countries that had been polio-free 


for 1 or more years, including three countries» outside Africa 





Afghanistan, Egypt, India, Niger, Nigeria, and Pakistan 
2004 population: 116 million projected from 1991 census) 
Indonesia, Yemen, and Saudi Arabia 
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36). Transmission was reestablished and is ongoing in six! 
of these countries. The Nigerian states that suspended cam- 
paigns subsequently resumed SIAs in 2004, in synchrony with 
SIAs being conducted in other countries across West and Central 
Africa (3 


ind WPV circulation in Nigeria during January 2004—July 2005 


This report summarizes polio eradication activities 


ind the actions under way to interrupt WPV transmission. 


Routine Vaccination 


> ] 
In 2003, a national vaccination coverage survey indicated 


hat 31% of children aged <12 months had received 3 doses 
of diphtheria and tetanus toxoids and pertussis vaccine (DTP3) 
range: 6% in the northwest zone** to 68% in the southwest 
zone); DTP3 is used as a proxy for routine vaccination with 


3 doses of oral poliovirus vaccine (OPV3) by age 12 months. 


Supplementary Immunization Activities 
During 1999-2002, National Immunization Days (NIDs 


targeting children aged <5 years were conducted annually 


] 
In 2003. a global shortfall ae see ee 
ls a giobal shortfall in international Gonations restrictec 
SIAs in Nigeria to nine rounds of subnational immunization 


SNIDs targeting 


ndemic. The state governments of Kaduna, Kano, Zamfara, 


northern states where polio is 


nd (to a limited extent) Niger suspended several SIA rounds 


during 2003-2004. State authorities in Kano, the most popu 


lous of these (estimated 2004 population: million), sus 


pended all SIAs during \pril 2003-—July 2004 (3), resulting in 


decreased acceptance of OPV in all the northern states 


Nigeria conducted five NID rounds in 2004, targeting all 


37 states (36 states plus the Federal Capital Territory). Kano 


' 1) 
not participate in the January and March rounds, and 


1 
/ 


7 ] ] 
Zamtara missed the January rout With resumption of ac 


ities in Kano, SNIDs were condu July and Sey 


, ’ «« ’ 
tember 2004 in eight northwestern Nigerian states where 


polio is endemic. Five NID rounds and one SNID round were 


planned for 2005; the number of children reached increased 


steadily with each SIA round during 2004-2005. Indepen- 


| 


dent monitoring indicated a decreasing estimated proportion 


of households missed nationally (from 


in October 2004 


? < “1 +> = 
to 3% in May 2005) and children missed (from 1 to 





Certain populations living in riverine areas (e.g., nomadic 
cattle herders and fishermen and hard-to-reach settled com- 
munities), whose estimated population exceeds 10 million, 
predominantly in the northern zones, have had limited access 
to previous SIAs and routine vaccination services. As deter- 
mined from SIA independent monitoring and polio case 
investigations, repeatedly missing children in these high-risk 
populations has contributed substantially to decreased overall 
childhood population immunity. Specialized teams are now 
providing outreach activities to reach these groups with OPV 
and other vaccines. In 2005, to date, approximately 22,000 
children from these communities who had never received OP\ 
previously were vaccinated. 

Che OPV vaccination status (total number of doses through 
routine and supplementary immunization) of children aged 
6-59 months with nonpolio acute flaccid paralysis (NPAFP 
is used as a proxy for OPV vaccination of the overall targeted 
population. In the 13 states where polio is endemic,*** the 
proportion of NPAFP cases in persons who had received 
3 doses of OPV was 15% for cases with onset in the first halt 
of 2004 (range: 1.6%-—51 compared with 19% in the first 
half of 2005 (range: 0%-—60%). In contrast, in the 18 states 
without confirmed polio in 2005,'"" this proportion was 66% 
range: 27%-—85%) during the first 6 months of 2004, com 
pared with 71% (range: 40% —96%) during the first 6 months 
of 2005. During 2004-2005, the proportion of children who 
had never received OPV declined in only seven of the 13 states 


where polio is endemic. 


AFP Surveillance 


Surveillance for AFP is conducted at 4,993 reporting sites 


| 


in the 774 local government areas (LGAs). AFP surveillance 


quality is evaluated by using two key performance indicators: 
1) annual reporting rate (target: NPAFP incidence rate of 
»2 cases per 100,000 children aged <15 years and 


2) completeness of stool specimen collection (target: two 


: P aae 
adequate specimens from >80% of all persons with AFP”’*). 


In 2004, Nigeria achieved a national NPAFP incidence rate 


of 7.3, when 100% of the 37 states and 65% of the 774 LGAs 


achieved rates of >2 cases per 100,000 (Table); in 2005 


according to provisional data, 68% of LGAs achieved these 
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TABLE. Nonpolio acute flaccid paralysis (NPAFP) performance indicators and confirmed poliomyelitis cases, by geopolitical zone* — 
Nigeria, 2004-2005 





2004 2005 








No. of 
confirmed 
poliomyelitis 
cases 


No. of 
confirmed 
poliomyelitis 


NPAFP 
incidence 
rate 


% of cases with 
two adequate meeting both 
specimens target indicators 


% of LGAs§ NPAFP 
incidence 


rate 


% of cases with 
two adequate meeting both 
specimens target indicators cases 


% of LGAs 





4.30 87 60 
8.91 94 

4.42 90 1 
9.48 93 

4.61 95 

6.40 94 


7.28 91 


NE‘ 
SW 
SE 
Ss 
Total 


503 
143 


12 
14 
2 
8 


782 


4.00 89 57 279 
7.00 85 63 20 
4.71 79 55 77 
4.00 95 63 0 
3.00 95 51 0 
2.00 85 42 1 


4.12 88 55 377 





* NW = Northwest; NC = North-central; NE = Northeast; SW = Southwest; SS = South-south; SE = Southeast. 
‘As of August 26, 2005. Laboratory results of intratypic differentiation of poliovirus isolates available for cases with onset through July 19, 2005, and 


. complete through April 15, 2005 
_ Local government areas 


States where polio is endemic: Jigawa, Kaduna, Kano, Katsina, Kebbi, Sokoto, and Zamfara (NW zone); Niger (NC zone); and Adamawa, Bauchi, Borno 


Gombe, and Yobe (NE zone) 


rates. In 2004, the national collection rate of adequate stool 
specimens was 91%, when 95% of states and 78% of LGAs 
attained the target rate of >80%; in 2005, according to provi- 
sional data, 56% of LGAs achieved this rate. Surveillance per- 
formance at the LGA level varied; in 2004, a total of 296 
(38%) LGAs were below the target levels for one or both sur- 
veillance indicators; in 2005, a total of 348 (45%) LGAs were 


below one or both target levels. 


WPV Incidence 


During 2002—2004, the number of confirmed WPV cases 
in Nigeria increased from 202 (2002) to 355 (2003) to 782 
(2004) (600 WPV type 1 [WPV1], 182 WPV type 3 [WPV3}) 
(Table, Figure). In 2004, a total of 30 states (81%) and 245 
LGAs (32%) reported at least one WPV case, representing a 
wider area of circulation than in 2002, when 15 states (41%) 
and 111 LGAs (14%) reported WPV, and in 2003, when 30 
states (81%) and 180 LGAs (23%) reported. As of August 
cases (207 WPV1, 170 WPV3) had been 
confirmed in 2005 from 19 states (51%) and 135 LGAs (17%), 
compared with 574 cases (451 WPV1, 123 WPV3) during 
the same period in 2004. 

Of the 782 WPV cases with onset in 2004, a total of 184 
(24%) were in Kano (143 WPV1, 41 WPV3), and 532 (68%) 
were in the other 12 states where polio is endemic (401 WPV1, 
131 WPV3). The 2004 WPV1 outbreak peaked in May, 


whereas outbreaks in previous years peaked in July. The 


26, a total of 377 


decline in incidence was less steep in the Northwest and North- 
east zones, where WPV3 increased in circulation. Of the 782 
cases, 7 ] 7 
all 782 children were either never or incompletely vaccinated. 

In both 2003 and 2004, a total of 32 WPV1 and six WPV3 


genetic clusters (of only one genotype each) were observed in 


(92%) occurred in children aged <3 years; 78% of 


circulation.**** In 2005 to date, 14 WPV1 and five WPV3 
genetic clusters have been observed in Nigeria, with genetic 
analyses pending for many isolates. 

Reported by: National Programme on Immunization, Federal Ministry 
of Health; Country Office of the World Health Organization, Abuja; 
Poliovirus Laboratory, Univ of Ibadan, Ibadan; Poliovirus Laboratory, 
Univ of Maidugari Teaching Hospital, Maidugari, Nigeria. African 
Regional Polio Reference Laboratory, National Institute for 
Communicable Diseases, Johannesburg, South Africa. Vaccine 
Preventable Diseases, World Health Organization Regional Office for 
Africa, Harare, Zimbabwe. Immunization, Vaccines, and Biologicals 
Dept, World Health Organization, Geneva, Switzerland. Div of Viral 
and Rickettsial Diseases, National Center for Infectious Diseases; Global 


Immunization Div, National Immunization Program, CD( 


Editorial Note: The resurgence of WPV transmission in Nigeria, 


which began in 2003 and continued into early 2004, was 
attributable to the suspension of vaccination campaigns in some 
northern states and the decreasing SIA coverage that preceded 
suspension because of false rumors about OPY safety (2). How- 
ever, by July 2004, all states had conducted SIAs. This change 
was possible because of high-level advocacy by federal authori- 
ties, external partners, and public health officials from within 
the affected states; meetings with religious, traditional, and 
political leaders; a review by a presidential OPV safety verifica- 
tion committee; and vigorous social mobilization (i.e., public 
campaigns encouraging persons to accept and seek vaccination). 
The continued involvement of LGA authorities, together with 
community traditional and religious leaders, will be essential 
for continued improvements in SIA implementation and in- 


creased routine vaccination levels. 





* Isolates within a cluster share 295% VP1 nucleotide sequence identity; 


within a genotype, they share >85% identity 








876 


MMWR 


September 9, 2005 





FIGURE. Confirmed cases of poliomyelitis, by onset date and wild poliovirus (WPV) serotype — Nigeria, 2004—2005* 





January 1-December 31, 2004 


SOKOtTO Katsina 
Kano 
Zamfara 


Jigawa 


Kebbi 


/ ~~ Cros 
Osun / ‘ Rivers 


Ebonyi 


Adamwara 


Sokoto 


™ Gombe 


in 
| oot] 
/ 


/ / 
/ Osun / 


Lagos 


Wis 


January 1—July 19, 2005 


sine 
Katsina Kano 


Zamfara | j 
| Jigawa 


. 
7” 
¢ 
Kaduna 


Taraba 


ele) 


~ Cross 
Rivers 
Delta 
Ebonyi 


Gombe 


Adamwara 


Ekiti 
Rivers Enugu 


Anambra Abia Akwalbom 


Bayelsa 


WPV type 1 ‘emea | 
WPV type 3 





National Programme on Immunization of the Nigeria Ministry of Health zones 
Northeast 


Northwest 


Ekiti 

Rivers Enugu 
/ / 
Akwalbom 


Jp . 
/ Anambra Abia 


Bayelsa 


[ North-central 
ae Southwest 


BS South-south 
Southeast 








*As of August 26, 2005. Laboratory results of intratypic differentiation of poliovirus isolates available for cases with onset through July 19, 2005, and 


, complete through April 15, 2005 
Federal Capital Territory 


During 2004-2005, the quality of AFP surveillance at state 
and LGA levels has continued to improve. Remaining gaps at 
the LGA level are being addressed through training, improved 
field supervision, ongoing feedback, and peer-performed sur- 
veillance assessments. 

Che resumption of SIAs in July 2004 has resulted in a 
decreased number of infected states and LGAs as well as an 
apparent decrease in the genetic diversity of WPVs in 2005. 
fo date, no previously polio-free country has been directly 
reinfected by Nigeria-derived virus in 2005. Efforts are in- 


creasingly being concentrated on the initial 13 polio-endemic 


states with the most intense transmission of WPVs. Four of 


the most populous of these (Bauchi, Jigawa, Kano, and Kebbi) 
have accounted for 258 (68%) of the 377 cases as of August 
26, 2005. Data from recent SIAs and OPV history data for 
NPAFP cases indicate that the program still fails to reach a 
substantial proportion of children during SIAs in certain areas, 


particularly in these four states. 


Since the beginning of the 2003-2004 outbreak, Nigerian 
health authorities and immunization partners'''' have 
strengthened collaboration through the Interagency Coordi- 
nation Committee chaired by the Minister of Health, with a 
leading core group and several working groups. The govern- 
ment of Nigeria and its partner agencies are implementing a 
strategic plan that focuses on improving the quality of SIAs, 
particularly within high-risk LGAs and for hard-to-reach popu- 
lations by enhancing 1) ward-level microplanning (i.e., 
detailed planning at the lowest administrative level); 2) vacci- 


nation team-member selection, training, monitoring, and 





National Programme on Immunization of the Nigeria Ministry of Health, 
Association of Local Governments of Nigeria, Nigerian state governments 
World Health Organization, Rotary International, CDC, United Nations 
Children’s Fund (UNICEF), European Union, International Federation of 
Red Cross/Red Crescent, World Bank, and bilateral development agencies 
of Canada, Norway, Japan, the United Kingdom, and the United States 
U.S. Agency for International Development [USAID 


for Vaccine and Immunization and the Vaccine Fund join these partners in 


The Global Alliance 


supporting the strengthening of routine vaccination services 
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supervision; 3) provision of logistical support; and 4) social 
mobilization. In addition, federal, state, and LGA authorities 
are initiating plans for strengthening routine vaccination ser- 
vice delivery by reestablishing outreach services to improve 
access to those populations often missed by routine vaccina- 
tion activities. 

The government of Nigeria and its partners are committed 
to interrupting WPV transmission as soon as possible. Glo- 
bal Polio Eradication Initiative partners are working together 
at all levels to improve the implementation of strategies to 
achiev e eradication. 
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Hurricane Katrina Response 
and Guidance for Health-Care 
Providers, Relief Workers, 
and Shelter Operators 


Hurricane Katrina struck the coastal areas of Alabama, 
Florida, Louisiana, and Mississippi on August 29, 2005, caus- 
ing substantial numbers of deaths among both humans and 
animals, infrastructure damage, and flooding. Affected areas 
continue to experience shortages of essential services, includ- 
ing electricity, potable water, food, and fuel; damage to health- 
care and public health systems; and disrupted communications. 
CDC/ATSDR, local and state health departments, other fed- 
eral agencies, and other partners are supporting public health 
and medical-care functions for persons in affected areas and 
those displaced as a result of the hurricane. 

As of September 7, 2005, CDC/ATSDR had deployed 182 
members of the U.S. Public Health Service Commissioned 
Corps, CDC Epidemic Intelligence Service officers, and fed- 
eral civilian personnel to provide technical support and addi- 
tional personnel for critical public health functions (e.g., public 
health needs assessment; disease surveillance; laboratory sup- 
port; prevention and control of infectious diseases, including 


foodborne, waterborne, and vectorborne diseases; mental 


health services; sanitation and water quality; chemical- 
exposure management; and injury prevention and control). 

To protect the public health and safety during recovery 
operations, CDC has provided multiple sets of guidelines, 
available at http://www.bt.cdc.gov/disasters/hurricanes/ 
index.asp. These include guidelines of particular interest to 
health-care providers, relief workers, and shelter operators. 
Hurricane-Related Information for Health-Care Professionals 
(http://www.bt.cdc.gov/disasters/hurricanes/hcp.asp) includes 
guidelines for managing acute diarrhea and guidance related 
to immunizations and vaccine storage. Worker Safety During 
Hurricane Cleanup (http://www.bt.cdc.gov/disasters/hurri- 
canes/workers.asp) includes health recommendations for 
relief workers and guidance on worker safety during a power 
outage. Hurricane Katrina Information for Shelters (htvp:// 
www.bt.cdc.gov/disasters/hurricanes/katrina/shelters.asp) 
includes guidance on infection control for community shel- 
ters and key facts regarding infectious diseases. 

In addition, a new compilation, Natural Disasters, has been 
added to the M Guide Online Knowledge Centers at the MMWR 
website (http://www.cdc.gov/mmwr). The M Guide provides 
Internet links to previously published MMWR reports regard- 
ing assessment of health needs and surveillance of morbidity 
and mortality after hurricanes, floods, and the December 26, 
2004 tsunami. 





Update: West Nile Virus Activity — 
United States, 2005 


This report summarizes West Nile virus (WNYV) surveil- 
lance data reported to CDC through ArboNET as of 3 a.m. 
Mountain Daylight Time, September 6, 2005. 

lhirty-two states have reported 821 cases of human WNV 
illness in 2005 (Figure and Table 1). By comparison, in 2004, 
a total of 1,191 WNYV cases had been reported as of Septem- 
ber 7, 2004 (Table 2). A total of 432 (56%) of the 77 


for which such data were available occurred in males; the 


- 
« Cases 


median age of patients was 50 years (range: 3 months- 
92 years). Date of illness onset ranged from January 2 to 
August 31; a total of 18 cases were fatal. 

A total of 163 presumptive West Nile viremic blood donors 
(PVDs) have been reported to ArboNET during 2005. Of 
these, 49 were reported from California; 32 from Texas; 
22 from Nebraska; 14 from South Dakota; 10 from Louisi- 
ana; six from Arizona; five from Illinois; four each from Kan- 
sas and Minnesota; three from Iowa; two each from Alabama, 
Colorado, Mississippi, and New Mexico; and one each from 
Michigan, Nevada, North Carolina, North Dakota, Pennsyl- 
vania, and Utah. Of the 163 PVDs, three persons aged 53, 


56, and 71 years subsequently had neuroinvasive illness; three 
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FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2005* 





WB Human WNYV iliness 
} Nonhuman WNV infection only 











* As of September 6, 2005 


TABLE 1. Number of human cases of West Nile virus (WNV) 
illness reported, by state — United States, 2005* 


West Other 
Neuroinvasive Nile clinical/ 
State disease’ fever’ unspecified’ Total** 
Alabama 2 1 
Arizona 14 10 
Arkansas 0 5 
California 93 155 
Colorado 4 26 
Florida 4 7 
Georgia 0 2 
Idaho 0 1 
lilinois 52 7 89 

1 

1 

1 





Deaths 


3 0 
29 
5 
268 
30 
12 





io- = O0COWOo 


Indiana 1 
lowa 2 
Kansas 3 
Louisiana 52 
Maryland 1 
Michigan a 
Minnesota 20 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Mexico 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Pennsylvania 
South Carolina 
South Dakota 
Texas 

Utah 
Wisconsin 
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0 
0 
0 
0 
1 
0 
0 
0 
Total 450 38 
* As of September 6, 2005 
' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 
3 Cases with no evidence of neuroinvasion 
1 ilInesses for which sufficient clinical information was not provided 
** Total number of human cases of WNV illness reported to ArboNET by 
state and local health departments 
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TABLE 2. Comparison of human cases and deaths from West 
Nile virus — United States, 2002-2005 


Year Human cases 





Deaths 


2002" 737 35 
20031 1,856 37 
20048 1,191 30 
20051 821 18 


* Data through September 4, 2002 
Data through September 3, 2003. 
~ Data through September 7, 2004 
Data through September 6, 2005 








persons aged 17, 41, and 51 years subsequently had other 
illnesses; and 38 persons (median age: 47 years [range: 17-77 
years]) subsequently had West Nile fever. 

In addition, 2,381 dead corvids and 507 other dead birds 
with WNV infection have been reported from 38 states. WNV 
infections have been reported in horses from 28 states, three 
dogs from Minnesota and Nebraska, four squirrels from Ari- 
zona, and two unidentified animal species in two states (Ari- 
zona and Illinois). WNYV seroconversions have been reported 
in 549 sentinel chicken flocks from 11 states. One seroposi- 
tive sentinel horse was reported from Minnesota. A total of 
6,833 WNV-positive mosquito pools have been reported from 
36 states (Alabama, Arizona, Arkansas, California, Colorado, 
Connecticut, Florida, Georgia, Idaho, Illinois, Indiana, lowa, 
Kansas, Louisiana, Maryland, Massachusetts, Michigan, Min- 
nesota, Missouri, Montana, Nebraska, Nevada, New Jersey, 
New Mexico, New York, Ohio, Oklahoma, Oregon, Pennsyl- 
vania, South Carolina, South Dakota, Tennessee, Texas, Utah, 
Virginia, and Wisconsin). 

Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 
westnile/index.htm and at http://westnilemaps.usgs.gov. 


Notice to Readers 


Update on MMWR Table II: 
AIDS Surveillance Data and Provisional 
Nationally Notifiable Disease Data 





CDC provides provisional AIDS surveillance data for 
inclusion with National Notifiable Diseases Surveillance 
System case report data presented in Table I] of MMWR. The 
AIDS case report data usually are updated monthly in this table. 
However, because of implementation of a new electronic infor- 
mation technology system supporting HIV/AIDS surveillance, 
CDC will not publish updated monthly AIDS data until the 


data can be converted to a compatible format, estimated to 


occur by October 2005. If any delay occurs in the monthly 


updates of provisional monthly case counts, CDC will add a 


footnote to Table II to explain the reason for the delay. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of U.S. and Canadian Women Aged 50-69 Years 

Who Were Screened in Accordance with National Screening 

Guidelines for Papanicolaou (Pap) Tests and Mammograms,* 
by Country and Health Insurance Status, 2002-2003 














Percentage 



































x 3 
rT T T U 


Canada United United United Canada United United United 
States, States, States, States, States, States, 
overall uninsured insured overall uninsured insured 


Met Pap test guidelines Met mammogram guidelines 


* Pap tests: Both the American Cancer Society and U.S. National Cancer Institute recommend that all women begin cervical 
cancer screening approximately 3 years after they begin having vaginal intercourse, or when they are aged 21 years 
Screening should be conducted every 1-3 years depending on age and previous Pap test results. The Canadian Cancer 
Society and National Cancer Institute of Canada recommend that sexually active women be screened every 1—3 years until 
age 69 years. Mammograms: The American Cancer Society recommends that women aged >40 years have a mammogram 
every year; the U.S. National Cancer Institute recommends that women aged >40 years have one every 1—2 years. Both the 
Canadian Cancer Society and the National Cancer Institute of Canada recommend that women aged 50-69 years have a 
mammogram every 2 years. The analyses presented here are based on women aged >50 years and used recommendations 
from the U.S. National Cancer Institute (for U.S. respondents) 


During 2002-2003, the United States and Canada had similar national guidelines for Pap test and 
mammogram screening for women aged >50 years. Approximately 85% of U.S. women aged 50-69 
years met the guidelines for Pap tests, compared with 70% of Canadian women in this age group. 
The rate among Canadian women was comparable to that of uninsured U.S. women. Nearly 82% of 
U.S. women aged 50-69 years met the U.S. recommendations for mammogram screening, whereas 
74% of Canadian women in this age group met the Canadian guidelines. More than half (55%) of 
uninsured U.S. women aged 50-69 years received mammograms on the recommended schedule. 


Source: Powell-Griner E, Blackwell DL, Martinez M. Heaith profiles of noninstitutionalized senior citizens in the 
U.S. and Canada: findings from the Joint Canada/United States Survey of Health (JCUSH). Presented at the 
Population Association of America meetings, Philadelphia, PA; April 2005. 
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Errata: Vol. 54, Nos. 32-33 


In Table III, “Deaths in 122 U.S. cities,” for week 32 (end- 
ing August 13, 2005) through week 33 (ending August 20, 
2005), the total mortality from all causes and mortality caused 
by pneumonia and influenza for Sacramento, California, were 


incorrectly reported. The correct mortality data are as follows: 





All causes, by age (years) 








MMWR _ Date All 
Week (2005) Ages | >65 | 45-64 | 25-44| 1-24 
32 August 13 143 94 28 13 6 
33 August 20 236 163 53 12 7 


*Pneumonia and influenza 





























rhe correct mortality totals for the Pacific Region are 


follows: 





All causes, by age (years) 





MMWR Date 
Week (2005) 





All 
Ages 





>65 





45-64 





25-44 





1-24 





<1 








32 August 13 


1,608 


1,097 321 


109 


49 


32 


33 August 20 1,251 873 261 57 33 27 


*Pneumonia and influenza 





The correct mortality totals for the 122 U.S. cities are as 
follows: 





All causes, by age (years) 





MMWR _ Date All 
Week (2005) Ages | >65 | 45-64 | 25-44/| 1-24] <1 


32 August 13 10,724 6,943 2,416 833 301 223 
33 August 20 9,750 6,325 2,275 657 272 218 531 
*Pneumonia and influenza 





























Corrected data also are available at http://www.cdc.gov 
mmwr/distrnds.html. Select “Search Mortality Tables” and 
MMWR year 2005 and MMWR weeks 32-33. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals September 3, 2005, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 

Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 
Measies 
Meningococcal disease 
Mumps 
Pertussis 


Rube 





Ratio (Log scale)’ 


Beyond historica 


Se 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending September 3, 2005 (35th Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 


Anthrax — Hemolytic uremic syndrome, postdiarrheal 103 114 
Botulism HIV infection, pediatric™ 181 273 
foodborne : Influenza-associated pediatric mortality'** 43 
infant : ~ Measles 57 25 
other (wound & unspecified) 14 Mumps 189 141 








Brucellosis 62 Plague 3 1 
shancroid Poliomyelitis, paralytic 
Cholera Psittacosis’ 
Cyclosporiasis 67 g Q fever’ 
Diphtheria - Rabies, human 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) - Rubella, congenital syndrome 
California serogroup 80 SARS 
eastern equine 3 Smallpox 
Powassan' Staphylococcus aureus 
St. Louis’ y Vancomycin-intermediate (VISA)' 
western equine — Vancomycin-resistant (VRSA)' 
Ehrlichiosis — Streptococcal toxic-shock syndrome 
human granulocytic (HGE) 266 Tetanus 
human monocytic (HME) 233 201 Toxic-shock syndrome 
human, other and unspecified 50 50 Trichinellosis™ 
Hansen disease’ 53 66 Tularemia 
Hantavirus pulmonary syndrome 16 18 Yellow fever 




















—: No reported cases 

* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

. Not notifiable in all states 

> Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 

** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 

.. Of 57 cases reported, 46 were indigenous and 11 were imported from another country 

°° Of 25 cases reported, eight were indigenous and 17 were imported from another country 
Formerly Trichinosis 
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 
(35th Week)* 





AIDS Chlamydia’ Coccidioidomycosis Cryptosporidiosis 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005° 2005 2004 2005 2004 2005 2004 


UNITED STATES 20,405 598,076 617,570 2,974 3,808 2,979 2,228 


NEW ENGLAND 778 21,378 20,114 125 123 
Maine 11 1 1,342 N N 12 16 
N.H 20 9 1,200 1,129 - 16 21 
Vt." 4 5 766 - — 23 19 
Mass 368 8,903 — - 46 49 
RI 68 2.314 5 

Conn 307 5,660 23 14 


76,239 1,257 
15,205 1,069 
23,726 45 
11,981 12 
25,327 131 
109,300 503 
26,862 208 
12,309 34 
32,007 
25,515 
Wis 12,607 
W.N. CENTRAL 53 37,708 
Minr 23 5,725 7,887 
lowa 47 67 4,576 
Me 198 15,047 13,886 
N. Dak 5 B05 1,217 
3. Dak 0 ] 1 1,650 
Nebr‘ ; 5 720 3,458 
Kans 5 4 4.425 5,034 
ATLANTIC >,4/ 8.27 7 0 15,153 

) ; 1,911 

12,774 

2,369 

14,847 

1,921 

19,215 

11,981 

21,843 

28,292 

CENTRAL 09¢ 322 2,9 410 

. é 3,850 

5,280 




















mo 
- 


fo>) 
z | 


MID. ATLANTIC 352 
state N.Y 800 
1.Y. City 2,327 
j 574 


4 651 


—_> ~j 
aM WOOD 


ea) 


E.N. CENTRAL 938 
Ohi 312 
Ind 236 
| 383 
Mict 


Ww ~—WD—-M © 
4 NM ® @® MO W PO 
ZwmyZwo Zu! ZZu 22 ZI 
w 
BONN AMON 
Bh “-WDWOKON— 


wo. 


Okla 
Tex ' 
MOUNTAIN 
Mont 
idaho" 
Wyo 
Cok 

N. Mex 
Ariz 
Utah 
Nev." 


— Wh 


> «> & 
NM AON WD W® W 


PACIFIC 2,313 3 05 103,832 
Wash 29 12 11,842 
Oreg." 36 5 5.463 
Calif 874 2 32 80,233 
Alaska ‘ 29 2 2,570 
Hawaii 60 57 2 3,724 


Guam 786 
PR . 2,503 f N 
VI 255 

Amer. Samoa lL U U 
C.N.M.1 U 


U 





N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonweaith of Northern Mariana Islands 

‘Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

Chlamydia refers to genital infections caused by C. trachomatis 

Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV STD, and TB Prevention. Last update June 26, 2005 
‘Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
** Because of Hurricane Katrina, weekly reporting has been disrupted 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 


(35th Week)" 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


not serogrouped 


Shiga toxin positive, 


Giardiasis 


Gonorrhea 








Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 


Cum. Cum. 








Cum. Cum. 
2005 2004 





UNITED STATES 
NEW ENGLAND 
Maine 

N.H 


vt 


MID. ATLANTIC 


' , 
Upstate N.Y 


1,285 
93 
11 
11 


4c 
U 


181 179 


35 38 
6 


3 
6 


162 116 


16 9 


2005 2004 
10,449 2 


12,176 


203,073 216,621 





reported cases 


provisional and cumulative 


C.N.M.1.: Commonweaitt 
(year-to-date) 


rthern Mariana Isiands 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 
(35th Week)* 





Haemophilus influenzae, invasive 
All ages 





Age <5 years 
All serotypes 


Non-serotype b Unknown serotype 
Cum. Cum. ; Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 


Cum. 
2004 2005 2004 2005 2004 
NITED STATES 1,473 1,388 3 9 80 75 


5 144 133 
Maine ; “ 


& 





Serotype b 























4 
4A 
H 14 


U 
U 


U 
i: Not notifiable U 





C orted se C.N.M.1.: Commonwealth of 
\cidence data for reportinc 20 2005 are pro mM + 


f ve (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 
(35th Week)* 





Hepatitis (viral, acute), by type 
B 

Cum. Cum. 

2005 2004 


3,624 














Reporting area 
UNITED STATES 
NEW ENGLAND 
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Northern Mariana Islands 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 
(35th Week)* 





Legionellosis 
Cum. 
2005 


1,110 


Listeriosis 
Cum. 


Lyme disease 
Cum. 
2005 


Malaria 





Cum. Cum. 
Reporting area 2004 2005 2004 
UNITED STATES 1,288 447 455 
NEW ENGLAND 71 48 35 27 


Maine 


Cum. Cum. 
2004 2005 2004 
12,848 12,475 757 966 


1,366 2,184 7 70 
1 1 E 70 29 6 

N.H 2 119 153 3 
t 3 35 3 
230 43 
152 2 
585 1 13 
7,788 
2,443 
269 
089 
2,987 


1,037 


Cum. 
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PACIFIC 
Wash 
Oreg 
Calif 
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WWOANDO®W 


Guam 
PR 


Vi 
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Amer. Samoa U 
C.N.M.1 U 


U 
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N: Not notifiable U: Unavailable No reported cases 


C.N.M.1.: Commonwealth of Northern Mariana Islands 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) , 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 





Meningococcal disease 








(35th Week)* 


Other serogroup Serogroup unknown 
Cum. 


Serogroup 
A, C, Y, and W-135 Serogroup B 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
2004 2005 2004 2005 2004 2005 2004 


ees 














All serogroups 


Cum. 
2005 





Cum. 
2004 2005 


61 0 











Reporting area 


UNITED STATES 340 


355 
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(35th Week)* 
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Reporting area 


“ c 





Pertussis 
Cum. 


Cum. 
2005 


2004 


Rabies, animal 


Rocky Mountain 
spotted fever 


TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 





V ENGLANI 


685 





Cum. Cum. 
2005 2004 


4 





Cum. 


Cum. 
2005 


2004 


Salmonellosis 


Shigellosis 





4,435 


1,060 





Cum. Cum. 
2005 2004 


4 





Cum. 
2005 





8,070 


96 
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(35th Week)* 
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Reporting area 





Streptococcal disease, 
invasive, group A 
Cum. 


Cum. 


Streptococcus pneumoniae, invasive disease 
Drug resistant, 





all ages 


889 
TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 





INITED STATES 


N ENGLAND 


2005 


2004 





Age <5 years 
Cum. Cum. Cum. 
2005 2004 





Primary & secondary 


Syphilis 





Cum. 


Congenital 





Cum. 
2005 
1.597 > : 


2004 


A 





Cum. 
2005 


2004 





Cum. Cum. 





86 


2005 2004 


181 269 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 3, 2005, and September 4, 2004 


(35th Week)* 





Tuberculosis 


Typhoid fever 


| 


Varicella 
(chickenpox) 


West Nile virus disease’ 





Neuroinvasive 


Non-neuroinvasive 








Cum Cum 





Cum Cum. 





Cum Cum 





Cum Cum. 





Cum 





Reporting area 


A 


2005 2004 


2005 2004 


2005 2004 


er 


2005 2004 


2005 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending September 3, 2005 (35th Week) 
All causes, by age (years) 





All causes, by age (years) 





All P&I’ 
Reporting Area Ages >65 | 45-64] 25-44} 1-24] <1 | Total Reporting Area 


NEW ER 
NEW E 











>65 45-64 | 25-44 | 1-24 








SLAND 1 t - 
NGLAND 62 y 8 3¢ 








No rep 
wie 


1d Dy the we 
niluenz 

2 4 

nanges if 


current week. Complete counts will be available in 4 to 6 weeks 
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